. The Classic Article is Ó1905 and is reprinted with courtesy from Walton GL, Paul WE. Contribution to the study of spinal surgery: one successful and one unsuccessful operation for removal of tumor.
In case of spinal as well as intracranial neoplasm, the hopes raised by the clinical picture are frequently disappointed on the resort to operation. Of this disappointment, the writers have had their share. The successful result of operation in one of the cases here reported, and the anatomical findings in the second, have been welcomed by way of reassurance, both as regards the advisability of operation in progressive and otherwise hopeless cases provided the symptoms suggest, though they may not absolutely establish, the presence of a new growth. This position has been still further strengthened by a recent brilliantly successful case of Dr. Putnam's, operated on by Dr. Warren, which we had the privilege of seeing in consultation, and which they will doubtless report later.
In the first of the two cases, the clinical picture was that of severe pain in the neck and arm, accompanied by local wasting, numbness and loss of power in the arm, and by rigidity of the neck. Operation disclosed a myeloma involving the laminae and pressing on the dura in the lower cervical region; its removal was followed by relief of pain and rapid improvement of motor and sensory symptoms.
In the second case, pain centering in the right arm, accompanied by a modified Brown-Séquard paralysis of gradual onset and rapid progression, led to the diagnosis of tumor pressing on the cord unilaterally in the lower cervical region. Removal of the vertebral arches failed to disclose the tumor, which on autopsy was found to project posteriorly from the anterior wall of the spinal canal at the level of operation. CASE I.-H. C. Seen at the Massachusetts General Hospital at the request of Dr. Painter, to whom we are indebted for permission to publish the case. The following history was taken by Dr. Painter Oct. 28,1904: A man of forty-nine. Pain began about two years ago in arms, legs and shoulders, not severe enough to keep him from work. In the past two months pain has markedly increased; he has been to several doctors without relief, and is now taking one half gr. morphia a day for pain, and is not entirely relieved. Is losing weight rapidly, has no appetite, bowels move with medicine. The pain is localized about the spine at about the level of the fifth to the seventh cervical vertebrae, extends from this point into the left arm, involving the shoulder, movements of which increase the pain. The patient gets most relief by inclining the head to the left and putting the hand up to the left cheek. Tingling and prickling sensations were the first things noticed in the arm, worse in the little finger, gradually spreading, involving now practically the whole arm, distinctly worse on the ulnar side, corresponding fairly well to the distribution of the ulnar nerve. Has noticed that his arm, especially the hand, was getting weaker than the right, also feels the cold in the left hand very much. Except for the pain in the arm, he would feel well.
Examination showed a. well-developed, somewhat thin man. The spine showed motions restricted in all directions in the cervical region. The arms showed no marked atrophy. The voluntary movements were all limited, but passive movements showed no involvement of the shoulder, elbow or wrist joints. The left hand was distinctly colder than the right. He felt the point of a pencil distinctly less well on the inner than on the outer side of the arm. The knee jerks were normal.
He was given general tonic treatment, potassium iodide, 10 grs., three times daily and increasing, also codiene, ½ gr. three times daily if necessary, 3 grs. at bed time, and to omit the morphia if possible.
Seen by Dr. G. L. Walton who advised exploration on the chance of the trouble being a neoplasm.
The following items may be added from the hospital records:
Examination shows movements of the neck restricted in twisting and in lateral bending, especially to the left, marked wasting of the interrossi of the left hand, and very feeble grasp. Patient cannot approximate the thumb and fingers of the left hand. There is loss of the different varieties of sensation on the ulnar side of the left arm and hand. Operation advised.
Operation.-The operation was performed by Dr. J. C. Munro at the Carney Hospital, Nov. 21, 1904. Dr. W. N. Bullard was present.
A median incision was made over the lower cervical and upper dorsal spines. The sixth and seventh (?) laminae removed. The seventh (first dorsal ?) lamina on the left was rough on the outer surface and the upper edge anteriorly was eaten away by a soft gelatinous growth that was pushing out into the muscles and pressing upon the dura. The lamina was removed and the growth was found to extend anteriorly and laterally into a smooth cavity, about one-half inch in diameter, anterior to the level of the articular processes. This growth was curetted out entirely so far as seen and the dura freed from pressure. The dura itself appeared healthy and translucent and was not opened. There was considerable oozing from the cavity, requiring temporary packing of iodoform gauze. The wound was closed in layers allowing for the drains. Patient was in good condition at the close of the operation.
Dec. 5, 1904. The patient went home to-day, general condition much improved, wound firm and healed. No narcotic has been required since operation. The pain in the arm is practically gone, slight pressure below the elbow relieves what slight pain the patient now has. The sensation of hand is much improved, also the grasp. The patient was referred to the out-patient department for electrical treatment, and was given strichnine sulphate, 1-60 gr. three times daily for home treatment.
Improvement was continuous and there has been no return to the previous symptoms. We have recently learned, however, from Dr. Painter, that signs have appeared of recurrence of the growth in other localities. This was, unfortunately, to be expected from its nature.
CASE II. L. B., fifty-three; married; travelling man; was first seen by Dr. Paul in consultation with Dr. Morris, in September, 1904.
The chief complaint was of pain between the shoulders and down the arms; jumping in character, worse at night and on lying down, at intervals of an hour, lasting about ten minutes, of two months' duration and gradual onset. There was some dull pains also in the legs and thighs with subjective numbness in lower extremities with sensation of pins and needles; and since Sept. 5 there had been a rather abrupt onset of momentary sharp pains in the thighs. The power in the legs had lessened during the preceding month; the patient tired easily and found it hard to walk up or down stairs. There has been loss of flesh (twenty pounds). Sensitiveness to cold has increased; there is burning in the feet at times and coldness of the hands. There has been some loss of sexual power, but no bladder trouble; there has been no girdle feeling, no headache, no disturbance of the mind or special senses.
Physical examination showed a rather stout man with slow and feeble gait, standing well on both feet but unable to stand on either alone. Movements of the hands were normal, but not strong. The movements of the neck were not limited.
Reflexes.-The knee jerk was lively, especially on the right. Plantar reflex consisted of very slight flexion of the little toe only to the right, on the left there was rather slow flexion of all toes. The cremaster reflex was lively, greater on the left. The pupils were normal. The urine was normal.
The patient was put upon specific treatment, with gradual increase of the iodide to 120 grs. three times a day, on account of a history of infection in 1899. No amelioration of symptoms followed; the pains increased and became severe enough to wake him in the night.
On Oct. 26, he had begun to drag the right foot, and to find more difficulty in walking. Both hands had now become weak, and numbness was complained of in the abdomen and thighs. Examination at this time showed the right leg cooler than the left, distinct toe drop on the right, loss of pain and temperature sense in the left leg, and impairment of pain and temperature sense on both sides of the trunk, the touch being everywhere felt though not being quite natural. The anesthesia of the trunk reached the height of the third or fourth dorsal vertebra behind and the level of the xiphoid in front. Muscle sense was unimpaired in the feet.
The patient was referred to the Massachusetts General Hospital for observation and possible operation in view of the possibility of intraspinal neoplasm. He entered the service of Dr. Fitz with whom he was seen in consultation by the neurological staff. The distribution of symptoms caused some variation in diagnosis, but in view of the rapidly increasing paralysis there was general consent to exploratory operation. The patient, able to walk up stairs at entrance became in a short time totally paraplegic and helpless, spasticity with Babinski appearing first in the right and then in the left leg. The blood count showed 14,800 whites, hemoglobin 85%. The day after admission sugar 2.3% appeared in the urine, previously normal, including the examination made at entrance to the hospital.
Operation.-The patient was operated on by Dr. F. B. Harrington. An incision was made from the sixth cervical to the third dorsal vetebrae, the muscles drawn aside and the laminae exposed. The lamina of the second dorsal was cut with a small saw about one-half inch from the spinous process, the interspinous ligament was severed and the process with laminae removed. The laminae of the first dorsal and seventh cervical vertebrae were resected and removed with the spinous processes. A considerable layer of fat overlaid the dura. On incision of the dura there was a free escape of cerebrospinal fluid. The cord appeared normal. The muscles were closed with interrupted sutures, a drain having been inserted. The wound was closed about the wick with interrupted silkworm gut.
The patient's condition was poor during the operation and 1-30 gr. of strychnia was injected and repeated after his removal to the ward. He was given a shock enema, heaters were applied and the foot of the bed raised. The patient rallied somewhat after a subpectoral salt effusion and the injection of adrenalin and atropin. Oxygen was given five minutes out of every half hour. Dyspnea suddenly appeared at five the following morning and the patient died suddenly at 9.40 A.M.
Autopsy.-The autopsy was made by Dr. Oscar Richardson whose description is as follows:
At a point situated just posterior to the intravertebral cartilage between the bodies of the sixth and seventh cervical vertebrae, a small, rounded, firm, slightly elastic mass bulges backward and presses on the cord forming a depression in it about 15 mm. in length and 12 mm. in width and 4 mm. in greatest depth. The depression is concave corresponding with the convex surface of the bulging mass and is situate mainly in the right half of the cord. The bulging mass is also mainly situated to the right of the median line of the bodies of the vertebrae and the dura is closely applied over it.
There is another minute slightly bulging mass similar in character to the one described above and which possibly very slightly depresses the cord. It is situated to the right of the median line and just posterior to the intravertebral cartilage between the fifth and sixth cervical vertebrae.
The cord over the larger bulging mass and opposite the marked depression bulges somewhat posteriorly and appears to be slightly widened. The larger mass which decidedly depresses the cord measures about 2 cm. in length, 1.5 cm. in width and 6 mm. in thickness. On section the tissue of the bulging mass is found practically continuous with the tissue of the disc and of about the same color and consistency.
The cord on section shows nothing in addition to the depression mentioned except that a short distance below the level of the seventh cervical vertebra the cord, over a length of about 5 cm., shows here and there along this portion, a few small red areas apparently situated in the anterior part of the cord.
Microscopical examination shows the tissue of the intravertebral disc extending into and lost in the tissues of the tumor mass. The tissue of the mass at its base is fibrocartilaginous in nature and in its upper portions shows connective tissue, presenting here and there several spaces which, from the elasticity of the tissues at the time of the autopsy, probably contained some sort of fluid. This is not the first time that bilateral distribution of anesthesia in the trunk has been observed by the writers in case of otherwise fairly typical Brown-Séquard distribution. This observation would suggest the possibility that the sensory fibres supplying the trunk do not follow their diagrammatic representation. We had some hope that the examination of the cord above and below the tumor would throw light upon the subject through the secondary degeneration of nerve tracts. Dr. Wright examined the cord, however, by his rapid method of freezing and staining, without revealing secondary degeneration in either the sensory or motor tracts.
The fact that no secondary degenerations appeared in the cord furnishes still further encouragement for operation upon spinal tumors extraneous to the cord. So long as the cord receives no irreparable damage, there is, of course, hope of perfect relief after removal of pressure, and it is not impossible even in this case, though the tumor was not removed, that the mere relief of pressure by removal of the laminae might, perhaps, have been followed by recovery of function and cessation of pain if the patient had survived the operation.
The comparison of the findings and the results of the cases of operation for spinal tumor which have come under the observation of the writers with those of operation for cerebral tumor, would indicate a much more favorable outlook for spinal than for cerebral intervention, and yet, the occasional successful result recorded even in the field of cerebral surgery would warrant free recourse to the knife in cases of such otherwise unfavorable prognosis.
In deciding upon the general proposition of the attitude one should take, with regard to cases hopeless without operation and offering few and doubtful hopes if exploration is attempted, it seems desirable that one should determine on a general rule in such cases and follow it. For ourselves we believe in giving the benefit of the doubt to operation in all such cases for the following reasons:
First, there is the bald fact that without interference we have to give a hopeless prognosis.
Secondly, in ruling out operation, we deny the patient and the family a legitimate attempt to ameliorate discomforts if not to effect a cure.
Third, if out of many operations, one case only is successful, the result, it seems to us, justifies the endeavor.
Fourth, if selected cases only are operated upon, there is great danger that the present limitation of our diagnostic criteria would cause us to overlook the case in which operation would have been most brilliantly successful.
